
Program Ideas: 
HOW TO… 

…UNDERSTAND TRAUMA 
INFORMED CARE (TIC) 

 
Over half of the US population has experienced 
enough childhood trauma to negatively impact 
their adult functioning and long-term health.  EE 
program staff can benefit from understanding 
TIC in order to deliver effective programming, 
but also to protect themselves from secondary 
traumatic stress (due to exposure via client 
trauma).  This understanding moves EE program 
staff from asking “what’s wrong with you?” to 
wondering “what happened to you?” 

The Adverse Childhood Experiences (ACE) study 
examined more than the classic abuse and/or 
neglect categories and considered the impact of 
household substance abuse, criminal behavior, 
maternal depression, domestic violence, and 
loss of parental relationships on children.  This 
was recently expanded to include other sources 
of trauma such as accidents, disasters, chronic 
stress of poverty or oppression, community or 
school assaults, and other related experiences. 

According to the US Center for Disease Control 
and Prevention (CDC), if a child experiences four 
or more trauma categories prior to their full 
brain development by the mid-20s, their neuro- 
development may be irreversibly disrupted in 
very specific and consistent ways. 

Trauma activates the brain’s adaptive stress 
response system that readies people to fight, 
flight, or freeze in the face of danger, thus 
helping survive horrific situations.  Multiple 
traumas with chronic or unrelenting stress can 
cause the response system to get “stuck” in an 
activated state and this can be detrimental to 
both current functioning and long term health.  
An activated stress response system uses a 
shortcut to bypass the cortical area, which 
houses rational thinking, and causes immediate 
reactions (again, fight, flight or freeze) rather 
than more thoughtfully considered responses.

Unfortunately, people who have experienced 
trauma may overinterpret threats and be easily 
“triggered” to feel they’re reexperiencing their 
original trauma, even if there is no actual 
danger or causal reasons.  Their stress response 
system may be chronically activated, so they 
present as impulsive, aggressive or disengaged.   

These symptoms, and more, are often displayed 
in EE clients and can result in poorly controlled 
emotions and/or behaviors.  This apparent 
dysregulation is frequently punished, when, in 
fact, these are more likely a trauma response 
than an intentional misbehavior. 

Normally staff might encourage clients to “stop 
and think” or provide consistent and negative 
consequences for inappropriate conduct, but 
these simply do not work when trauma is 
involved, because the brain isn’t controlling 
thoughts or decisions.  Punishment becomes 
simply another threat or trigger, keeping the 
stress system activated and over-reactive.  So 
staff need new tactics to effectively manage 
client conflicts, meltdowns, or misbehaviors. 

Many key components of EE, such as providing 
a safe and inclusive space to develop 
relationships, practice new skills, set their own 
levels of participation, change their minds, and 
even make and learn from mistakes, mirror 
trauma informed practice.  Additional tactics 
could be learned and practiced under the 
tutelage of a TIC specialist.  Trauma cannot be 
erased or eliminated, TIC can assist clients with 
past trauma to manage their lives by building 
on their existing strengths, improving newfound 
competence, and increasing personal resilience. 
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